Introduction
• Stroke can result in disability necessitating long-term care.
Understanding how patients are cared for following stroke is important to ensure adequate provision for patients and support for informal caregivers.
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Conclusions
• Across Asia, substantial heterogeneity was seen in the results for care setting and time spent caregiving following stroke. This may have been due to differences in study design, but could also have been influenced by country-specific practices and patient treatment pathways following stroke. • Terms for stroke, care, and Asian countries were combined with terms such as "contribution" and "ratio" to identify studies describing the amount of informal or formal care received. Economic search terms were also used to find studies on the financial burden of caregiving.
• Only studies published in English were included.
Results
Targeted Literature Search
• The database searches yielded 266 results, of which 23 were ultimately found to be relevant.
i. Eight studies reported the proportion of patients receiving informal versus formal care, or the proportion of patients receiving care in informal (eg. at home) versus formal (eg. in an institution) care settings. [1] [2] [3] [4] [5] [6] [7] [8] ii. Ten studies described the financial burden of care, measured as hours of care per day, long-term duration of care, or direct medical, direct non-medical and/or indirect costs. [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] iii. Five studies reported data relevant to both the proportion of informal/formal care and the financial burden of care.
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• Taiwan was the country for which the largest number of studies were included (6 studies), but studies from India, Japan, China, South Korea, Hong Kong, Singapore and Thailand were also identified.
Post-stroke Care Setting
• Substantial heterogeneity was seen in the reported post-stroke care setting, both within countries and between countries in the Asia-Pacific region (Figure 1 ). Post-stroke care settings were reported by the included studies for the following categories of patient:
i. Care setting following discharge from a rehabilitation unit (4 studies). [3] [4] [5] 7 ii. Care setting following discharge from a hospital (2 studies). 6, 20 iii. Care setting after stroke itself (1 study).
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iv. Care setting relevant to elderly long-term care users who had had a stroke (1 study).
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• In all 4 studies assessing the care setting among patients discharged from a rehabilitation unit, the majority of patients were reported to be cared for in the home.
Time Spent Caregiving
• Daily time spent caregiving by informal caregivers, a proxy measure for the financial burden of informal care, also varied between the included studies ( Figure 2 ). Care setting following discharge from a rehabilitation unit Stroke patients who survived the acute phase of stroke (1-2 weeks post-stroke) 
Caregiving Duration
• Little information was reported on the duration of post-stroke care. One study reported that the mean duration of informal caregiving in China was 81.88 months (equivalent to approximately 6.8 years; standard deviation [SD]: 69.3 months).
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In Japan, the mean duration of caregiving among 100 informal caregivers was recorded as being 4.76 years (SD: 5.75 years).
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Discussion
• This research provides a useful overview of the nature of caregiving in Asia following stroke.
• Among patients discharged from a rehabilitation unit, a greater proportion received care at home than in any other setting. This observation has several possible explanations:
i. Patients showing greater signs of recovery in the period immediately after stroke might be thought to be more likely to benefit from rehabilitation, and therefore might be more likely to be admitted to such a unit. As such, even before rehabilitation, these patients could be comparatively less affected by stroke and consequently more likely to be sufficiently independent to live at home after discharge, compared to patients who are not selected for rehabilitation.
ii. It may be expected that rehabilitation programmes will have a positive impact on patient recovery and independence, allowing patients to subsequently be cared for at home.
iii. Patients who were discharged from rehabilitation units to acute care hospitals were excluded from two of the studies, 3, 7 potentially biasing the results.
• Interestingly, studies of the countries with the highest gross domestic product per capita purchasing power parity (China, Hong Kong, Japan and Singapore) 24 reported a majority of patients being cared for in the home after stroke. However, this could be attributed to studies from these countries reporting the care setting among patients following discharge from a rehabilitation unit.
• Seven studies reported data describing the costs of patient care following stroke. 11, 13, 16, 17, 20, 22, 23 However, differences in patient populations, cost outcomes reported, and time horizons, amongst other factors, prevented direct comparisons between the data from different studies and countries.
• Daily time spent caregiving and total duration of informal caregiving were investigated to indirectly determine the shortand long-term economic burden, respectively, of informal post-stroke care. The observed variation between studies in daily time spent caregiving could be due to country-specific differences, but could also be explained by differences in study design. For example, some studies included patients who may have also received formal nursing care, 23 or patients who had an average of 1.5 caregivers each, 17 meaning that the responsibility and time involved in caregiving per patient per day was shared between multiple caregivers.
• However, overall, neither time spent caregiving, nor total duration of caregiving, were reported with sufficient frequency to allow robust conclusions to be drawn on these outcomes. Given the prominence of rehabilitation programmes among the included studies, and the expected positive effects of rehabilitation on patient independence, assessment of the effect of patient rehabilitation on daily time spent caregiving and the associated financial burden of informal care would be particularly pertinent.
• Despite the broad scope of this research, only a small number of studies reported information on the topics of interest, and for a limited number of countries. Furthermore, the included studies assessed different patient populations at different time points following stroke, and hence the type, intensity and duration of caregiving were not comparable. To accurately and comprehensively determine trends across Asia in the care of patients after stroke, including the associated financial burden of informal care, would require more uniform investigation and reporting of outcomes.
